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[bookmark: _Toc482017388]Scope
1.1 This policy will provide guidance for those caring for pilgrims on behalf of Your  Pilgrimage (YP), with regards to the risk factors, assessment and documentation of pressure area condition and assessment of pressure ulcers. It should be used by clinicians in conjunction with their existing clinical skill set in order to put into appropriate context the expectations for management of pilgrims with vulnerable pressure areas during the period of the pilgrimage.
1.2 All those who have clinical responsibility in Lourdes or on the journey to and from Lourdes for pilgrims who may be vulnerable to pressure ulcers should be familiar with this policy.
1.3 Four elements are outlined to promote a framework for an optimum prevention of pressure ulcers.  These are:
· Assessing the risk of skin damage
· Implementation of prevention strategies such as the “Skin Bundle”
· Identification and grading of pressure ulcers
· Education of carers


[bookmark: _Toc482017389]Roles and Responsibilities
[bookmark: _Toc482017390]2.1 The Pilgrimage Director
· Is responsible for ensuring that the Medical Leadership Team (MLT) provide appropriate clinical protocols to care safely for all assisted pilgrims (APs) with medical and nursing needs.
· Will ensure that all relevant medical, nursing and voluntary staff are aware of this policy and can access it as required.
· Will ensure that sufficient clinical equipment of suitable standard as advised by the MLT is available for use by trained YP volunteer nurses and helpers.

[bookmark: _Toc482017391]2.2 The Medical Leadership Team (MLT)
· Will ensure that all clinical volunteers have the knowledge, skills and competence commensurate with their role and responsibilities to care for pilgrims who are at risk of developing pressure ulceration or who have open wounds.
· Will ensure systems are in place to identify pilgrims at risk of pressure ulcers through individual assessments using the YP-adapted Waterlow Risk Assessment Tool (Appendix 1), pre-Pilgrimage visit information and clinical judgement.
· Will ensure that training on this protocol for pressure ulcer risk assessment, prevention and management is incorporated as needed into the Pilgrimage Briefing Days and that all trained Nurses and Medical staff can access this policy.
· Advise the pilgrimage director about the appropriate management of pressure areas, including advising what is required for pressure reducing equipment to be used by the pilgrimage. 
· Will ensure that all Grade 3 and 4 pressure ulcers are reported as untoward clinical incidents.

[bookmark: _Toc482017392]2.3 The Nursing Teams in the Accueil and Hotel Groups
· Will liaise with the assisted pilgrim and the MLT to ensure that appropriate strategies and interventions are in place to reduce the risk of tissue damage occurring.
· Will ensure that assisted pilgrims have appropriate care plans written and updated as required.
· Will record any incidents where pilgrims develop new pressure ulceration or a wound during the pilgrimage 
· Will document care in the Pilgrim’s nursing notes or Skin Care Bundle (Appendix 2) and will complete a clinical incident form for all pressure ulcers or wounds and arrange for a photograph to be taken where consent has been given by the Pilgrim for this to happen. 
· Will ensure that all clinical interventions are accurately recorded and dated. 
· Will refer all pilgrims with a stage 3 or 4 pressure ulcer to the appropriate Matron.
· Will seek the advice of the Matrons for appropriate wound dressings. 

[bookmark: _Toc482017393]2.4 The Pilgrim Visitor
· Will identify Pilgrims at risk of or with actual pressure area issues.
· Will with the Pilgrim’s consent, make an accurate record of ongoing concerns about pressure areas; to wound map areas of broken skin and, when possible, to obtain the current plan for ongoing wound care.
· Will report pressure area concerns on the visit form. 
· Will request consent for a photograph of any open wound to be taken once in Lourdes.
· Will ensure the assisted pilgrim knows to bring with them 14 days supply of wound/ulcer dressings. 

[bookmark: _Toc482017394]Causes of Pressure Ulceration
[bookmark: _Toc482017395]3.1	Definition 
A pressure ulcer is defined as a localised injury to the skin and/or underlying tissue, normally over a bony prominence, as a result of pressure alone or in combination with a shear force. A number of contributing or compounding factors are also associated with pressure ulcers: the significance of all these factors is yet to be elucidated. 
[bookmark: _Toc482017396]3.2 Aetiology
[bookmark: _Toc482017397]3.2.1.Direct Pressure
Ulceration occurs when the skin and the underlying surface tissue are compressed for a period of time, between the bone and the surface, on which the Pilgrim is sitting or lying. Blood is unable to circulate causing a lack of oxygen and nutrients to the tissue cells. The lymphatic system cannot function properly to remove waste products.
If the pressure remains unaltered for a period of time, the cells die and this area of dead tissue becomes what is classified as pressure damage. The length of time it takes for this damage to occur varies but can take as little as an hour in those classified as high risk.
[bookmark: _Toc482017398]3.2.2 Shearing Forces
A shearing mechanism may also be a contributory factor to pressure damage. It occurs when deeper tissues move more quickly than the skin surface, this leads to the skin capillaries becoming overstretched and damaged. This prevents an adequate blood supply reaching the cells, which die.
[bookmark: _Toc482017399]3.3 Intrinsic / Extrinsic Factors
Pressure ulcers can occur in any individual, however they are more common in high risk groups such as the very elderly, people who are obese or those unable to move their position. Additional specific risks include nutritional or continence issues. An individual’s skin type and underlying medical condition must also be taken into consideration. 
The causes of pressure damage can be divided into two groups-
Intrinsic – this includes disease, medication, malnourishment, age, dehydration /fluid status, lack of mobility, incontinence, skin condition and weight.
Extrinsic – External influences which cause skin distortion. These are mainly caused by shearing forces and friction or prolonged periods of pressure.


[bookmark: _Toc482017400]Prevention of Pressure Damage 
[bookmark: _Toc482017401]4.1 	Avoidable / Unavoidable Pressure Ulcers
Avoidable Pressure Ulcers – “Avoidable” means that the individual receiving the care has developed a pressure ulcer as a result of the failure of one of the following:
· Identification of pilgrim’s clinical condition and pressure risk factors
· Plan and implement a care plan in line with current clinical standards for practice to meet the assisted pilgrim’s needs.
· Monitoring and evaluation of the impact of interventions
· Revising the care plan as appropriate.
Unavoidable Pressure Ulcer – “Unavoidable” means that the person receiving care developed a pressure ulcer even though all appropriate steps have been taken to prevent this. This could be because the individual has not been compliant, despite education about the consequences. This should occur very rarely, usually in particularly high risk cases, which should be identified where possible in advance.
The prevention of skin damage should be an integral part of care delivery on the pilgrimage and requires commitment from all involved in an AP’s care, with each volunteer taking responsibility for their part in the prevention and management of ulcers.
[bookmark: _Toc482017402]4.2	Risk Assessment
A risk assessment should be completed for all Assisted Pilgrims with identified mobility issues on arrival in Lourdes. This would include all APs who use wheelchairs or mobility devices for the majority of the time. It would not necessarily include those using wheelchairs only for processions, unless there were other concerns.
A full skin assessment must be done, either on the pre-pilgrimage home visit or on arrival, unless it is contained in an ongoing care plan supplied by the APs UK carers. This assessment forms the basis of decision-making about the pilgrim at risk of developing a pressure ulcer. An adapted version of the Waterlow Risk Assessment Tool is used.
It is the responsibility of the Registered Practitioner in charge of the Pilgrim’s care to ensure that the assessment is accurately completed within eight hours of arrival in Lourdes.
These findings, including any decisions made from the findings must be fully documented within the care records. If appropriate a management plan must be discussed and agreed with the AP before its implementation. 
[bookmark: _Toc482017403]4.3	Reassessment 
The assessment process should be continuous and responsive to changes in the Pilgrim’s condition or environment. Pilgrims at risk should be reassessed on a daily basis and if appropriate care management should be adapted. 


[bookmark: _Toc482017404]Nutrition 
The relationship between nutrition, lifestyle and general health and the prevention of pressure ulcers is well documented. Where there are on-going concerns that have not been previously identified a MUST Nutritional Assessment should be completed. (Appendix 3), and the AP referred to the MLT.
[bookmark: _Toc482017405]Incontinence 
APs who suffer from incontinence should have their skin kept clean and free from moisture as there is an increase in risk of skin damage where the skin is permanently damp, Appropriate use of continence aids should be considered. Care must be taken to differentiate between pressure ulceration and skin maceration caused by incontinence or moisture where the skin is still intact, although abnormal.
[bookmark: _Toc482017406]Identification and Grading of Pressure Damage
The most recent European Pressure Ulcer Advisory Panel (EPUAP) guidelines were issued in 2009 and detail the four grades of pressure damage. These are detailed below.

[bookmark: _Toc482017407]7.1	Grade 1
· Intact skin, non blanch-able erythema of a localised area normally over a bony prominence
· Discolouration of the skin, warmth, oedema or hardness may also be present 
· Darkly pigmented skin may not have visible blanching

[bookmark: _Toc482017408]7.2	Grade 2
· Partial-thickness skin loss or blister 
· Partial thickness loss of dermis presenting as a shallow open ulcer with a red pin wound bed, without slough
· May also present as an intact or open/ruptured serum filled or serosanginous filled blister 

[bookmark: _Toc482017409]7.3	Grade 3
· Full thickness skin loss
· Some slough may be present
· Subcutaneous fat may be visible but bone, tendon or muscle are not exposed
· May include undermining and tunnelling
· Bone, tendon or muscle is not visible

[bookmark: _Toc482017410]7.4	Grade 4
· Full thickness skin loss with exposed bone, tendon or muscle
· Slough or eschar may be present
· Often includes undermining or tunnelling. 
Where the actual depth of the ulcer is obscured by slough and/or eschar in the bed of the wound and the true depth cannot be determined, the ulcer will be either a grade 3 or grade 4 pressure ulcer, and so should be escalated to the MLT for advice.
[bookmark: _Toc482017411]Skin Care Bundle 
Within the first 8 hours of arriving in Lourdes, an adapted Waterlow assessment and manual handling assessment should be completed.  For those at high risk, the skin care bundle is a systematic assessment framework allowing staff to monitor APs and promote effective evidence based care.
A visual prompt is used within the YP care team, namely the 3-tick system: 
· Green tick = low risk
· Yellow tick = moderate risk
· Red tick = high risk 
Where clinically indicated appropriate pressure relieving devices should be sought and applied.
The skin bundle must be assessed once in every 24 hours period for high risk APs. If the condition of the Pilgrims deteriorate or improves then the Pilgrims risk status may change.  
[bookmark: _Toc482017412]Record Keeping
9.1 Record keeping is an essential element of care. The following information must be documented in the care records for all pressure ulcers -: 
· Grade 
· Site  
· Size 
· Classification of wound bed, colour, odour and exudate.
9.2 All pressure ulcers should be measured on a frequent basis. A photograph may also be beneficial at the beginning and end of the pilgrimage, particularly if the ulcer is difficult to measure or trace. Consent for this can be found on the AP visit form if the pilgrim has already had ulcers prior to the pilgrimage.  
The skin bundle assessment must be documented daily in the Pilgrims bedside checklist. All clinical care including visual inspection of the Pilgrim’s pressure areas must be documented within the nursing care plan. 
[bookmark: _Toc482017413]Reporting Pressure Ulcers
10.1 It is essential for learning that we capture, report and investigate all serious pressure ulcers as soon as they are identified.  All new pressure ulcers that develop during the pilgrimage must be reported via an Incident Form. 
10.2 Any pressure ulcer of grade 3 and above must also be reported and will be investigated by the MLT. 
10.3 Once the investigation is complete, the key learning points and root causes together with any recurring themes and weaknesses will be shared and built into improvement plans.
[bookmark: _Toc482017414]Safeguarding 
11.1 Pressure ulcers are considered an important part of the safeguarding process and the YP has protocols in place to ensure that APs with pressure ulcers are referred into the safeguarding process appropriately.  
11.2 The AP’s Registered Nurse will complete a Determine Neglect assessment document (Appendix 4) for all grade 3/4 pressure ulcers. This will be reviewed by the MLT and Safeguarding Officer to identify any concerns in relation to safeguarding. 
[bookmark: _Toc482017415]Training and awareness
The YP will provide all nursing and medical teams with electronic or paper access to this policy prior to the Pilgrimage. 
The MLT will ensure that all clinicians have the opportunity to become familiar with its contents and ask questions.
[bookmark: _Toc482017416]Policy Review
This policy will be reviewed in 3 years’ time. Earlier review may be required in response to exceptional circumstances, organisational change or relevant changes in legislation or guidance.
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[bookmark: _Toc482017419][image: Lourdes-Pilgrimage-LOGO-1]Appendix 1	Your Pilgrimage ASSESSMENT TOOL
YP  ASSESSMENT TOOL – Based on the Waterlow Score
	Pressure Ulcer Prevention Pathway - Waterlow Risk Assessment Score
Circle relevant indicators and add together to gain a final score

	Build/Weight 
for Height
	
	Skin Type -Visual Risk Areas
	
	Sex Age
	
	Tissue Malnutrition
	
	
	

	Average
Above Average
Obese
Below Average
	0
1
2
3
	Healthy
Tissue Paper
Dry
Oedematous
Clammy (high temp)
Discoloured
Broken Spot
Previous pressure ulcer
	0
1
2
1
1
2
3
3
	Male
Female
14-49
50-64
65-74
75-80
81+
	1
2
1
2
3
4
5
	Terminal
cachexia
Cardiac failure
Peripheral vascular disease
Anaemia
Smoking
	
8
5

5
2
1

	
	


	Continence
	
	Mobility
	
	Appetite
	
	Neurological
Deficit
	
	Medication
	

	Complete/
Catheterized
Occasion Incont
Cath/Incontinent of faeces
Double Incontinent
	
0
1

2
3
	Full
Restless/Fidgety
Apathetic
Restricted
Inert/traction
Chair bound
	0
1
2
3
4
5
	Average
Poor
NG tube/fluid
only
NBM
anorexic
	0
1
2

3
	e.g. Diabetes,
MS, CVA
Motor/ Sensory
Paraplegia
	
4
6
	Steroids/
Cytotoxic
High Dose
Anti-inflammatory
	
1
4

	Waterlow = <10
low risk


	Waterlow >10 – 15
at risk
May need assistance to mobilise
	Waterlow
16 – 19
high risk
	Waterlow >20
very high risk
Bed/chair bound – Fully Dependent

	Regular Turning
Observe Pressure Areas


	Regular Turning
Observe Pressure Areas
Reassess if condition changes
Complete Care Plan 
	Air/ripple Mattress
Regular Turning
Reassesses, if condition changes
Complete Care Plan 

	Air/ripple Mattress
Regular Turning, turning chart 
If pilgrim has a pressure ulcer complete YP wound assessment and care plan 


	Pressure Ulcer Grading: All Grade 2 & above to be reported to Medical Team & documented on wound care chart
1. Non-blanchable erythema of intact skin.  Discolouration of the skin, warmth, oedema, induration or hardness may also be used as indicators, particularly on individuals with darker skin Partial thickness skin loss or damage involving epidermis/dermis.
2. Partial thickness skin loss involving epidermis of dermis, or both.  The ulcer is superficial and presents clinically as an abrasion or blister 
3. Full thickness skin loss involving damage to, or necrosis of, subcutaneous tissue that may extend down to, but not through, underlying fascia
4. Extensive destruction, tissue necrosis, or damage to muscle, bone or supporting structures with or without full thickness skin loss

	Date/Time
	Signature
	Score 
	Date/Time
	Signature
	Score   
	Reassess Daily
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[bookmark: _Toc482017420]Appendix 2		Skin care bundle
	
Surname ………………………………………..

Forenames ……………………………………..

DOB ……………………………………………..

	Logo of Your Pilgrimage




Accueil / Hotel ………………………………………….

REPOSITIONING CHART

	ASSESSED TIME INTERVALS FOR REPOSITIONING


	Date / Time
	Reposition every ……..hrs
	Signature

	
	                                              hrs
	

	
	                                              hrs
	

	
	                                              hrs
	

	
	                                              hrs
	


[image: ]

	PRESSURE-REDUCING EQUIPMENT (tick all that apply)


	Date
	Static foam
mattress
	Alternating pressure mattress
	Static cushion
	Alternating pressure cushion
	Heel pads
	Pillows
(Heels raised)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



	REPOSITIONING RECORD


	Date
	Time
	Position
	Signature


	e.g  17-08-09
	0800
	2
	A.N.Other

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	Date
	Time
	Position
	Signature[image: ]
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[bookmark: _Toc482017421]Appendix 3		MUST Nutritional Score Chart
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[bookmark: _Toc482017422]Appendix 4		Determining Neglect for pressure ulcers

	Please complete 

Surname…………………………………………..

Forenames………………………………………..
         
                                   
	Logo of Your Pilgrimage

	
	




	Date of discovery:

Details of pressure damage: 
Location of pressure ulcers and grades (EPUAP scale)


Did pressure ulcers occur during the Lourdes Pilgrimage?






	Predisposing Factors

	Yes
	No
	NA
	Comments

	Impact of medical conditions
            
            Diabetes
            Loss of mobility
            Neuropathy
            Compromised perfusion
            Prolonged period of hypotension
            Pain (limiting mobility)
            Dyspnoea (limiting mobility)
            Oedema
            Weight loss
            Morbid obesity
            Significant cognitive impairment
            Agitation / sedation
            End of life care needs
            Other (specify)


	
	
	
	





	
Has the pilgrim’s general/medical condition deteriorated in the past 2 weeks?



	

	
	
	

	
Previous history of pressure ulcers?

	
	
	
	

	
Was pilgrim lying on floor for an extended period prior to discovery?

 Estimated time spent lying on floor

	
	
	
	




	Assessment Criteria

	Yes
	No
	NA
	Comments

	
Nutritional Status

Is pilgrim independent with nutritional needs?  (e.g. shopping, recognising thirst and hunger, helping themselves to eat and drink)

Is weight monitored regularly (at least monthly)?

Is their weight stable?

Has a nutritional assessment been made?

	
	
	
	

	
Risk Assessment

Date of initial risk assessment for pressure ulcers

Within documentation is there evidence of reassessment of risk of pressure ulcers?
     
· Frequency (daily, weekly, monthly, other)

Is there a comprehensive care plan appropriate to the pressure ulcer risk category?

Within documentation is there evidence of other risk factors being assessed with appropriate care planning / risk management?
· Continence                                                        
· Skin protection
· Other
                                                                                     
	
	
	
	

	
Are the general indicators of care evident? (e.g. clean nails, oral hygiene)

	
	
	
	

	
Is the pilgrim concordant with care interventions?

	
	
	
	








	Care Delivery

	Yes
	No 
	NA
	Comments

	Pressure-reducing equipment

What equipment was deployed to reduce risk of pressure damage or manage existing ulcers?

· High specification foam mattress
· Alternating pressure mattress
· Electric profiling bed frame
· Specialist cushion
· MSS Heel pads
· Other (specify)

	








	
	
	

	
Was the equipment used clinically appropriate for the pilgrim’s risk category?

Was equipment deployed in a timely manner?

	
	
	
	

	
Re-positioning 

Is there evidence that pilgrim re-positioning schedules were implemented?

Frequency of re-positioning?

	
	
	
	

	
Nutritional Support

Following a risk assessment, was a nutritional support system: 
· Devised
· Implemented
· Evaluated

	
	
	
	



	Conclusions:





Recommendations:








Assessment completed by:

· Name:

· Role:

· Date: 



Appendices attached? 
e.g. photographic images
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